Participants
354 people with major depression, dysthymia or both (Primary Care Evaluation of Mental Disorders and DSM-IV criteria). Main exclusion criteria were included being treated by a specialist or being treated for risk of suicide, acute psychosis, post-traumatic stress disorder or substance abuse.
Intervention
Collaborative team-led, guideline-based treatment plan with monitoring of the plan's implementation in primary care, and patient support versus traditional psychiatric specialist consultation and liaison. The collaborative specialist team, who developed treatment plans based on published guidelines, included a clinical psychologist, psychiatrist, social workers and psychology technician. People in the control group had access to a psychologist and social workers to ensure that both groups were similarly resourced. 
Main outcome measures

Main results
Collaborative care significantly reduced depressive symptoms and interference with work and social life at 3-month, but not 9-month follow up (see table) . At 9 months, collaborative care significantly improved mental health status and increased the number of antidepressant prescriptions compared with traditional care (45% v 36% with mental health status improvement, p=0.03; 15% v 25% with mental health status decline, p=0.03; 80% v 62% receiving prescriptions, p < 0.001).
Conclusions
Collaborative care speeds recovery and leads to sustained improvements in mental health. 
COMMENTARY
The main take away message for clinicians from this study is that systematic care planning and monitoring of depressed patients in primary care will result in more use of drug and psychotherapy and moderate improvements in short term outcome. It is encouraging that a less intensive intervention with a more disadvantaged and ill VA population continues to demonstrate the benefits shown in previous trials of shared care in the community. The disappointing 9-month outcomes raise questions about the adequacy of the maintenance phase of treatment. Only 60% of the patients in both treatment groups received guideline care for 90 days and there were high rates (40%) of no shows and cancellations of outpatient visits. The phone support that was planned to occur in the maintenance phase was poorly implemented (only one out of the three to five planned calls were completed). Since other studies 1 have shown that continuation of therapy influences outcome, future interventions need to strengthen efforts to achieve adherence beyond the acute care period.
Policy makers will be interested in the cost effectiveness analysis of this study published subsequent to this report. 2 In the current report the authors emphasise the importance of attending to financial incentives when implementing shared care resources at a systems level. This conclusion holds across different health care systems [3] [4] and is a critical ingredient to the widespread adoption of effective collaborative relationships. There is a renewed focus upon the reform of primary care many jurisdictions. Evidence about the effectiveness of linking specialty mental health care providers into family practice is timely and has the potential to improve health outcomes for large numbers of depressed patients. 
